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APPLICATION FOR 10-POINT VETERAN PREFERENCE 
(TO BE USED BY VETERANS & RELATIVES OF VETERANS) 


U.S. Office of Personnel Management
Form Approved: 


O.M.B. No. 3206-0001
PERSON APPLYING FOR PREFERENCE
1.  Name (Last, First, Middle) 2.  Name of Civil Service or Postal Service exam and/or job announcement 


number you have applied for or position which you currently occupy


3.  Home address (Street Number, City, State and ZIP Code)


4. Date exam was held or application submitted


VETERAN INFORMATION (to be provided by person applying for preference)
5. Veteran's name (Last, First, Middle) exactly as it appears on Service Records 6.  VA claim number, if any


7.  Veteran's periods of service        
Branch of Service From To Service Number  


TYPE OF 10-POINT PREFERENCE CLAIMED
Instructions: Check the block which indicates the type of preference you are claiming.  Answer all questions associated with that block.  The Documentation Required column refers you to the 
back of this form for the documents you must submit to support your application.  (Please Note: Eligibility for veterans' preference is governed by 5 U.S.C. 2108 and 5 CFR Part 211.  All conditions 
are not fully described on this form because of space restrictions.  You should submit this completed form to the agency to which you are applying. They can also provide any additional information.) 


     Documentation Required  
(See reverse of this form.)


8.  Veteran's Claim for Preference based on non-compensable service-connected disability; 
award of the Purple Heart; or receipt of disability pension under public laws administered by 
the VA.


   -- -- -- -- -- -- -- -- -- -- -- -- -- ---- -- → A and B


9.  Veteran's Claim for Preference based on eligibility for or receipt of compensation from the 
VA or disability retirement from a Service Department for a 10% or more service-connected
disability. 


   -- -- -- -- -- -- -- -- -- -- -- -- -- ---- -- → A and C


10.  Preference for a Spouse of a living veteran based on the fact that the veteran, because 
of a service-connected disability, has been unable to qualify for a Federal or D.C. 
Government job, or any other position along the lines of his/her usual occupation.  (If your 
answer to item A is No, you are ineligible for preference and need not submit this form.)


a. Are you presently married to the 
veteran? 


 C and H


11. Preference for a Widow or Widower of a veteran. 
(If your answer is No to item A or Yes to item B, you are ineligible for preference and need 


a.  Were you married to the veteran 
when he or she died? A, D, E, and G 


not submit this form). b.  Have you ever remarried?  Do not 
count marriages that were 
annulled.


(Submit G when applicable.)


12.  Preference for (Natural) Mother of a service-connected permanently and totally 
disabled, or deceased veteran provided you are or were married to the father of the 
veteran, and


a.  Are you married?
Disabled Veteran 


C, F, and H 
(Submit F when applicable.)


 --- your husband (either the veteran's father or the husband of a remarriage) is totally and 
permanently disabled, or


b.  Are you separated?  If Yes, do not 
complete C, go to D.


 --- you are now widowed, divorced, or separated from the veteran's father and have not 
remarried, or 


c.  If married now, is your husband 
totally and permanently disabled? 


Deceased Veteran 
A, D, E, and F


 --- you are widowed or divorced from the veteran's father and have remarried, but are now 
widowed, divorced, or separated from the husband of your remarriage.  (If your answer is 
No to item C or D, you are ineligible for preference and need not submit this form.)


d.  If the veteran is dead, did he/she 
die in active service?


(Submit F when  applicable.)


PRIVACY ACT AND PUBLIC BURDEN STATEMENT  
The Veterans' Preference Act of 1944 authorizes the collection of this information. The information will be used, along with any accompanying documentation to determine whether you are 
entitled to 10-point  veterans' preference.  This information may be disclosed to: (1) the Department of Veterans Affairs, or the appropriate branch of the Armed Forces to verify your claim; (2) 
a court, or a Federal, State, or local agency for checking on law violations or for other related authorized purposes; (3) a Federal, State, or local government agency, if you are participating in 
a special employment assistance program; or (4) other Federal, State, or local government agencies, congressional offices, and international organizations for purposes of employment 
consideration, e.g., if you are on an Office of Personnel Management or other list of eligibles.   Failure to provide any part of the information may result in a ruling that you are not eligible for 
10-point veterans' preference or in delaying the processing of your application for employment. 
  
Public burden reporting for this collection of information is estimated to take approximately 10 minutes per response, including time for reviewing instructions, searching existing data sources, 
gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding the burden estimate or any other aspect of this collection of 
information, including suggestions for reducing this burden to OPM Forms Officer, U.S. Office of Personnel Management, Washington, D.C. 20415; The OMB Number, 3206-0001, is currently 
valid. OPM may not collect this information and you are not required to respond, unless this number is displayed.


 I certify that all of the statements made in this claim are true, complete, and correct to the best of my knowledge and belief and are made in good faith.  (A false answer to any question may 
be grounds for not employing you, or for dismissing you after you begin work, and may be punishable by fine or imprisonment (U.S. Code, Title 18, Section 1001)). 


Preference entitlement was verified This form must be signed by all persons claiming 10-Point preference 
Signature of person claiming preference 


Date signed 
(Month, Day, Year)


FOR USE BY APPOINTING OFFICER ONLY 
Signature of Appointing Officer  


Title of Appointing Officer Date signed 
(Month, Day, Year)


  


Name of Agency


Yes No


 
Standard Form 15 


Revised August 2008 
December 2004 edition usable; 


all other previous editions are unusable.
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DOCUMENTATION REQUIRED - READ CAREFULLY  
Please submit photocopies of documents because they will not be returned unless a certified copy is specified.


A.  Documentation of Service and Separation under Honorable 
Conditions  


Submit any of the documents listed below as documentation,           
provided they are dated on or after the day of separation from active         
duty military service:       


1.  Honorable or general discharge certificate.  
2.  Certificate of transfer to Navy Fleet Reserve, Marine Corps Fleet 


Reserve, or enlisted Reserve Corps. 
3.  Orders of transfer to retired list.  
4.  Report of separation from a branch of the Armed Forces.    
5.  Certificate of service or release from active duty, provided         


honorable separation is shown.  
6.  Official statement from a branch of the Armed Forces showing          


that honorable separation took place. 
7.  Notation by the Department of Veterans Affairs or a branch of the       


Armed Forces on an official statement, described in B or C below,        
that the veteran was honorably separated from military service.  


8.  Official statement from the Military personnel records center that         
official service records show that honorable separation took place. 


 B.  Documentation of Service-Connected Disability 
(Non-Compensable, i.e., Less than 10%); Purple Heart; and    
Nonservice-Connected Disability Pension. 


Submit one of the documents :  


1.  An official statement, dated 1991 or later, from the Department of 
Veterans Affairs or from a branch of the Armed Forces, certifying to 
the present existence of the veteran's service-connected disability of 
less than 10%.      


2.  An official citation, document, or discharge certificate, issued by a 
branch of the Armed Forces, showing the award to the veteran of the 
Purple Heart for wound or injuries received in action. 


3.  An official statement, dated 1991 or later, from the Department of 
Veterans Affairs, certifying that the veteran is receiving a nonservice-
connected disability pension. 


  C.  Documentation of Service-Connected Disability 
     (Compensable, i.e., 10% or More).   


If you checked Item 9 on the front of this form, submit one of the following 
documents: 


 1.  An official statement, dated 1991 or later, from the Department 
of Veterans Affairs, or from a branch of the Armed Forces,certifying to 
the veteran's present receipt of compensation for service-connected 
disability or disability retired pay. 


2.  An official statement, dated 1991 or later, from the Department of 
Veterans Affairs, or from a branch of the Armed Forces, certifying that 
the veteran has a service-connected disability of 10% or more. 


3.  An official statement or retirement orders from a branch of the Armed 
Forces, showing that the retired serviceman was retired because of 
permanent service-connected disability or was transferred to the 
permanent disability retirement list.  The statement or retirement 
orders must indicate that the disability is 10% or more.


 For spouses and mothers of disabled veterans, who checked item 10 or  
12, submit the following:  


An official statement, dated 1991 or later, from the Department of 
Veterans Affairs, or from a branch of the Armed Forces, certifying: 


1)  the present existence of the veterans service-connected disability, 
2)  the percentage and nature of the service-connected disability or 


disabilities (including the combined percentage), 
3)  a notation as to whether or not the service-connected disability is 


rated as permanent and total.  


Please Note: When a veteran dies on active duty, the family does not 
receive a DD Form 214; the family receives a DD Form 1300, Report of 
Casualty, on which there is no place to record the character of service. 
Thus, when a veteran dies on active duty, his or her service should be 
presumed to be under honorable conditions unless the military service 
specifically indicates otherwise.   


  
D.  Documentation of Veteran's Death 


1.  If on active military duty at time of death, submit official notice, from a 
branch of the Armed Forces, of death occurring under honorable 
conditions.   


2.  If death occurred while not on active military duty, submit certified        
copy of death certificate. 


  
E.  Documentation of Service or Death During a War, in a Campaign or 


Expedition for which a Campaign Badge is Authorized, or During 
the Period Authorized, or During the Period of April 28, 1952 
through July 1, 1955.  


Submit  documentation of service or death during a war or during the     
period April 28, 1952, through July 1,1955, or during a campaign or      
expedition for which a campaign badge is authorized.  
  


F.  Documentation of Deceased or Disabled Veteran's Mother's Claim 
for Preference because of Her Husband's Total and Permanent 
Disability.  


Submit a statement from husband's physician showing the prognosis      
of his disease and percentage of his disability.  
  


G.  Documentation of Annulment of Remarriage by Widow or Widower 
of Veteran.     


Submit  either:    


1.  Certification from the Department of Veterans Affairs that entitlement 
to pension or compensation was restored due to annulment.      


2.  A certified copy of the court decree of annulment. 
  
H.  Documentation of Veteran's Inability to Work Because of a Service-


Connected Disability.  


Answer questions 1-7 below:


1.  Is the veteran currently working? If No, go to Item 3.  2.  If currently working, what is the veteran's present occupation?


Yes  No


3.  What was the veteran's occupation, if any, before military service? 4.  What was the veteran's military occupation 
at the time of separation?


5.  Has the veteran been employed, or is he/she now employed, by the Federal civil service or D.C. Government? Yes  No
A.  Title and Grade of position most recently, or currently, held B.  Name and address of agency C.  Dates of employment  


From: To:
6.  Has the veteran resigned from, been disqualified for, or separated from a position in the Federal civil service or D.C. Government 


along the lines of his/her usual occupation because of service-connected disability?   
If Yes, submit documentation of the resignation, disqualification, or separation. Yes  No


7.  Is the veteran receiving a civil service retirement pension?       
If Yes, give the Civil Service annuity or Federal employee retirement annuity number. Yes  No CSA#


 
Standard Form 15 


Revised August 2008 
December 2004 edition usable; 


all other previous editions are unusable.








APPOINTMENT AFFIDAVITS



(Position to which Appointed) (Date Appointed) 


(Department or Agency) (Bureau or Division) (Place of Employment) 


I, , do solemnly swear (or affirm) that-­


A. OATH OF OFFICE 
I will support and defend the Constitution of the United States against all enemies, foreign and domestic; 


that I will bear true faith and allegiance to the same; that I take this obligation freely, without any mental 
reservation or purpose of evasion; and that I will well and faithfully discharge the duties of the office on which 
I am about to enter. So help me God. 


B. AFFIDAVIT AS TO STRIKING AGAINST THE FEDERAL GOVERNMENT 
I am not participating in any strike against the Government of the United States or any agency thereof, 


and I will not so participate while an employee of the Government of the United States or any agency 
thereof. 


C. AFFIDAVIT AS TO THE PURCHASE AND SALE OF OFFICE 
I have not, nor has anyone acting in my behalf, given, transferred, promised or paid any consideration 


for or in expectation or hope of receiving assistance in securing this appointment. 


(Signature of Appointee) 


Subscribed and sworn (or affirmed) before me this  day of , 2 


at 
(City) (State) 


(SEAL) (Signature of Officer) 


Commission expires 
(If by a Notary Public, the date of his/her Commission should be shown) (Title) 


Note - If the appointee objects to the form of the oath on religious grounds, certain modifications may be permitted pursuant to the 
Religious Freedom Restoration Act. Please contact your agency's legal counsel for advice. 


Standard Form 61

Revised August 2002

Previous editions not usable



U.S. Office of Personnel Management 
The Guide to Processing Personnel Actions NSN 7540-00-634-4015 





		APPOINTMENT AFFIDAVITS

		(Position to which Appointed)

		(Date Appointed)

		(Department or Agency)

		(Bureau or Division)

		(Place of Employment)

		Appointee's Name

		A. OATH OF OFFICE

		B. AFFIDAVIT AS TO STRIKING AGAINST THE FEDERAL GOVERNMENT

		C. AFFIDAVIT AS TO THE PURCHASE AND SALE OF OFFICE

		Appointee Signature 



		Reset: 

		Position: 

		Date: 

		Agency: Small Business Administration

		Place: 

		Name: 

		Day: 

		Month: 

		Year: 

		city: 

		State: 

		expires: 

		Title: 

		Bureau or division: Office of Disaster Assistance

		Print: 

		Save: 








To view the full contents of this document, you need a later version of the PDF viewer. You can upgrade 
to the latest version of Adobe Reader from www.adobe.com/products/acrobat/readstep2.html 
 
For further support, go to www.adobe.com/support/products/acrreader.html








Designation of Beneficiary 
 


Unpaid Compensation of Deceased Civilian Employee 
 


Standard Form 1152
Revised June 2002 


Important:
Read all instructions before 
filling in this form 


A. Identification 
Name (Last, first, middle) Date of birth (mm, dd, yyyy) Social Security Number 


Department or agency in which presently employed (or former department or agency) : 


Department or agency Bureau Division Location (City, state and ZIP code) 


I, the employee named above, canceling any and all previous Designations of Beneficiary heretofore made by me, do now 
designate the beneficiary or beneficiaries named below to receive any unpaid compensation due and payable after my death. 
I understand that this Designation of Beneficiary relates solely to money due as defined in 5 U.S.C. 5581, 5582, 5583, and in no 
way will affect the disposition of any benefit which may become payable under the Retirement or Group Life Insurance Acts 
applicable to my Government service. I further understand that this Designation of Beneficiary will remain in full force and effect 
until (1) I expressly change or revoke it in writing, (2) I transfer to another agency, or (3) I am reemployed by the same or another 
department or agency of the Government. 


B. Information Concerning The Beneficiaries (See Examples of Designations): 


First name, middle initial, and last 
name of each beneficiary 


Address (Including ZIP code) of 
each beneficiary 


Relationship Share to be paid to 
each beneficiary 


Date of designation (mm, dd, yyyy) Your signature 


Total = % 


C. Witnesses (A witness is not eligible to receive payment as a beneficiary): 


We, the undersigned, certify that this statement was signed in our presence. 


Signature of witness Number and street City, state and ZIP code 


Signature of witness Number and street City, state and ZIP code 


Receiving agency certification 
I have reviewed this designation and certify that the designated shares total 100% and that no witnesses are designated as beneficiaries. 


Date received Signature Date 


Type or print your return address to insure return 


U.S. Office of Personnel Management November 1991 edition usablePart 1 - Original
5 CFR 178 NSN 7540-00-634-4340 1152- until September 2002. All previous 


editions are not usable. 







Important - The filing of this form will completely cancel any Designation of Beneficiary you may have previously filed. Be sure to name 
in this form all persons you wish to designate as beneficiaries of any unpaid compensation payable at your death. 


Examples of Designations 


1. 	HOW TO DESIGNATE ONE BENEFICIARY Do not write names as M.E. Brown or as Mrs. John H. Brown. If you want to designate your estate 
as beneficiary, enter “My estate” in the beneficiary column. 


First name, middle initial, and last 
name of each beneficiary 


Address (Including ZIP code) of 
each beneficiary 


Relationship Share to be paid to 
each beneficiary 


Mary E. Brown 214 Central Avenue 
Muncie, IN 47303 


Niece 100% 


2. HOW TO DESIGNATE MORE THAN ONE Be sure that the shares to be paid to the several beneficiaries add up to 100 percent. 


First name, middle initial, and last 
name of each beneficiary 


Address (Including ZIP code) of 
each beneficiary 


Relationship Share to be paid to 
each beneficiary 


Alice M. Long 509 Canal Street 
Red Bank, NJ 07701 


Aunt 25% 


Joseph P. Brady 360 Williams Street Nephew 
Red Bank, NJ 07701 


25% 


Catherine L. Rowe 792 Broadway 
Whiting, IN 46394 


Mother 50% 


3. HOW TO DESIGNATE A CONTINGENT BENEFICIARY 


First name, middle initial, and last 
name of each beneficiary 


Address (Including ZIP code) of 
each beneficiary 


Relationship Share to be paid to 
each beneficiary 


John M. Parrish, if living 810 West 180th Street 
New York, NY 10033 


Father 100% 


Otherwise to: Susan A. Parrish 810 West 180th Street 
New York, NY 10033 


Sister 100% 


4. HOW TO CANCEL A DESIGNATION OF BENEFICIARY AND EFFECT PAYMENT UNDER ORDER OF PRECEDENCE (See back of duplicate) 


First name, middle initial, and last 
name of each beneficiary 


Address (Including ZIP code) of 
each beneficiary 


Relationship Share to be paid to 
each beneficiary 


Cancel prior designations 


Standard Form 1152 
Revised June 2002 


(Reverse of Part 1)U.S. Office of Personnel Management 
5 CFR 178 







Designation of Beneficiary 


Important:Unpaid Compensation of Deceased Civilian Employee 
Read all instructions before 
filling in this form 


A. Identification 
Name (Last, first, middle) Date of birth (mm, dd, yyyy) Social Security Number 


Department or agency in which presently employed (or former department or agency) : 


Department or agency Bureau Division Location (City, state and ZIP code) 


I, the employee named above, canceling any and all previous Designations of Beneficiary heretofore made by me, do now 
designate the beneficiary or beneficiaries named below to receive any unpaid compensation due and payable after my death. 
I understand that this Designation of Beneficiary relates solely to money due as defined in 5 U.S.C. 5581, 5582, 5583, and in no 
way will affect the disposition of any benefit which may become payable under the Retirement or Group Life Insurance Acts 
applicable to my Government service. I further understand that this Designation of Beneficiary will remain in full force and effect 
until (1) I expressly change or revoke it in writing, (2) I transfer to another agency, or (3) I am reemployed by the same or another 
department or agency of the Government. 


B. Information Concerning The Beneficiaries (See Examples of Designations): 


First name, middle initial, and last Address (Including ZIP code) of Relationship Share to be paid to 
name of each beneficiary each beneficiary each beneficiary 


Date of designation (mm, dd, yyyy) Your signature 


Total = % 


C. Witnesses (A witness is not eligible to receive payment as a beneficiary): 


We, the undersigned, certify that this statement was signed in our presence. 


Signature of witness Number and street City, state and ZIP code 


Signature of witness Number and street City, state and ZIP code 


Receiving agency certification 
I have reviewed this designation and certify that the designated shares total 100% and that no witnesses are designated as beneficiaries. 


Date received Signature Date 


Type or print your return address to insure return 


U.S. Office of Personnel Management November 1991 edition usable Standard Form 1152Part 2 - Employee Copy
5 CFR 178 NSN 7540-00-634-4340 1152- until September 2002. All previous Revised June 2002 


editions are not usable. 







IMPORTANT NOTICE – ORDER OF PRECEDENCE 


If there is no designated beneficiary alive at the time of your death, any unpaid compensation owed you (that becomes payable 
after you die) will be paid to the first person or persons in the order listed below who are alive on the date that entitlement to 
the payment occurs. 


1. To your widow or widower. 
2. 	 If neither of the above, to your child or children in equal shares. The share of any deceased child is distributed to the 


descendants of that child. 
3. If none of the above, to your parents in equal shares or the entire amount to the surviving parent. 
4. 	 If none of the above, to the duly appointed legal representative of your estate. If there is none, to the person or persons 


entitled under the laws of the State or other domicile where you lived. 


You do not need to designate a beneficiary unless you want to name some person or persons not listed above or you want 
the payment to be made in a different order. 


INSTRUCTIONS 


1. The examples on the back of the first page of this form may be helpful to you in filling out this form. 
2. 	 Except for signatures, you should type or print all entries in ink (typing is preferred). You should use this form for any 


designation of beneficiary or beneficiaries. The form must be signed and witnessed. 
3. The form should be free of erasures or alterations to avoid a possible legal contest after your death. 
4. 	 You do not need to fill out a new form when your name or address changes or when the name or address of your 


beneficiary changes. 
5. 	 You must complete the form in duplicate and file it with your employing agency. To be valid, your agency must receive the 


completed form prior to your death. The duplicate will be annotated and returned to you as evidence that the original was 
received and filed with your agency. We suggest that you file the duplicate with your important papers. 


6. 	 You can cancel any prior Designation of Beneficiary form without naming a new beneficiary by completing a new form and 
inserting “Cancel prior designations” in the space provided for the name of beneficiary. This will change the payment to 
the order of payment described under “Order of Precedence.” 


7. 	 This designation remains valid unless (a) you change or revoke it, (b) you transfer to another agency, or (c) you leave and 
then are reemployed by the Federal Government. If you are covered by (b) or (c), you must fill out a new form if you want 
to change the order of payment described under “Order of Precedence.” 


NOTE: If this form is not available, any designation, change or cancellation of beneficiary that is witnessed and filed according 
to these instructions will be valid. 


This form is not to be confused with Standard Form 2808, Designation of Beneficiary, Civil Service Retirement System, 
 
Standard Form 2823, Designation of Beneficiary, Federal Employees’ Group Life Insurance Program, or 
 


Standard Form 3102, Designation of Beneficiary, Federal Employees Retirement System. 
 


Privacy Act Statement 


Solicitation of this information is authorized by the Code of Federal Regulations, Part 178, Subpart B. The information you 
furnish will be used to determine the amount, validity, and the person(s) entitled to the unpaid compensation of a deceased 
Federal employee. The information may be shared and is subject to verification, via paper, electronic media, or through the 
use of computer matching programs to obtain information necessary for determination of entitlement under this program or to 
report income for tax purposes. It may also be shared and verified, as noted above, with law enforcement agencies when they 
are investigating a violation or potential violation of the civil or criminal law. Public Law 104-134 (April 26, 1996) requires that 
any person doing business with the Federal government furnish a Social Security Number or tax identification number. This 
is an amendment to title 31, Section 7701. Failure to furnish the requested information may delay or make it impossible for us 
to determine eligibility of payments. 


U.S. Office of Personnel Management Standard Form 1152 (Reverse Part 2) 
5 CFR 178 Revised June 2002 





		Print Form: 

		Clear Form: 

		Name: 

		Date of Birth: 

		Social Security Number: 

		Department or Agency: 

		Bureau: 

		Division: 

		Location: 

		Name1: 

		Address1: 

		Relationship1: 

		Share1: 

		Name2: 

		Address2: 

		Relationship2: 

		Share2: 

		Name3: 

		Address3: 

		Relationship3: 

		Share3: 

		Name4: 

		Address4: 

		Relationship4: 

		Share4: 

		Date of Designation: 

		Shares Total: 

		Witness1: 

		City,State, and ZIP Code of the Witness1: 

		Witness2: 

		City,State, and ZIP Code of the Witness2: 

		Return Address: 

		Save Form: 








Use: For processing Federal employee net salary, allotments, and other agency - approved payments associated with Federal employment (i.e.
travel reimbursement, uniform allowance, etc).  Employee must complete items 1,2,3 and 5.  Complete item 4 only if you want to start, cancel
or change the amount of a savings or discretionary allotment - see instructions on back of form.


1. EMPLOYEE INFORMATION


INSTRUCTIONS FOR PROCESSING FEDERAL EMPLOYEE PAYMENTS


TELEPHONE NUMBER (WORK)


ROUTING TRANSIT
NUMBER


ACCOUNT NUMBER


ACCOUNT TITLE ________________________________________________________________
(Account Holderís Name)


FINANCIAL INSTITUTION NAME ____________________________________________________


(Last, First, Initials)


2. TYPE OF ACCOUNT


4. ALLOTMENT INFORMATION


5. AUTHORIZATION


6. AGENCY USE:


EMPLOYEE'S SIGNATURE                                                                                       DATE


Complete this section only if you want to start, cancel or change the amount of a savings or discretionary allotment - see instructions on back of form.


Checking


Net Pay


Savings (whole dollar amounts only) SAVINGS
START INCREASE TO:


DECREASE TO:CANCEL


CHANGE New Total $____________


Travel


Discretionary or Third Party CHECKING


Other Federal
employment related
payments


Savings


3. DIRECT DEPOSIT ACCOUNT INFORMATION - NET PAY/TRAVEL/OTHER (Use Sec. 4 for allotments)
A voided personal check/sharedraft may be attached in lieu of completing this section.
See instructions on back of this form.


TYPE OF PAYMENT


TYPE OF ALLOTMENT
(Check One)


TYPE OF ACCOUNT
(Check One)


ACTION
(Check One)


AMOUNT
(Check One)


(HOME)


Check Digit


EMPLOYEE NAME
(as on payroll records)


(SSN) EMPLOYEE PAYROLL IDENTIFICATION NUMBER


ALLOTTEE'SACCOUNT NUMBER


ALLOTTEE NAME
(person/company who
will receive allotment)


ALLOTTEE'SROUTING NUMBER


Check Digit


F A S T S T A R T


DEPOSITDEPOSITDIRECT


FINANCIAL INSTITUTION NAME


ALLOTTEE'SACCOUNT TITLE
(Account Holder'sName)


FMS
EDITION OF 4-90 IS OBSOLETE


DEPARTMENT OF THE TREASURY
FINANCIAL MANAGEMENT SERVICE


F O R M
1 1 - 9 2 2231


AGENCY COPY







PRIVACY ACT STATEMENT


INSTRUCTIONS FOR PROCESSING FASTSTART AUTHORIZATION


PURPOSE


1. ROUTING TRANSIT NUMBER - Here you
would put �021001082�


2. ACCOUNT NUMBER - Here you would put
�123-456-789�. Note the use of the dash symbol.
(Include dashes where the symbol
appears on the check or card.


3. ACCOUNT TITLE (must include employee
name)


4. FINANCIAL INSTITUTION NAME


5. If your check or sharedraft includes �payable
through� under the bank name, contact the finan-
cial institution to help obtain the correct Routing
Transit Number for Direct Deposit processing.


1. EMPLOYEE INFORMATION (always complete this section)


2. TYPE OF ACCOUNT/PAYMENT (Put an �X� in the appropriate space to indicate a checking or savings account and type of payment.)


3. DIRECT DEPOSIT ACCOUNT INFORMATION


4. ALLOTMENT INFORMATION


5. AUTHORIZATION


6. AGENCY USE (This space is reserved for agency use.)


CHANGES AND CANCELLATIONS - Contact your agency for instructions.


Sign and date the request form after you have carefully read the instructions and Privacy Act Statement.


ALLOTMENT TYPE


ALLOTTEE�S ROUTING NUMBER: Enter person�s/company financial institution 9-digit routing transit number.
ALLOTTEE�S ACCOUNT NUMBER: Enter the account number to which the allotment payment will be deposited.
ALLOTTEE�S ACCOUNT NUMBER: Enter account holder�s name on the account at the financial institution.
FINANCIAL INSTITUTION NAME: Enter the name of the financial institution to which the payment should be sent.


TYPE OF ACCOUNT (Put an �X� in the appropriate space to indicate a checking or savings account.)
ACTION (Put an �X� in the appropriate space to indicate start/cancel/change.)
AMOUNT (Put an �X� in the appropriate space to indicate if an allotment is an increase, decrease and always indicate $ amount.)


DISCRETIONARY OR THIRD PARTY (If this option is checked, this will allow the specified allotment to be credited to an account not owned
by the payee.) Certain restrictions may apply as to the kind of allotments your agency will allow. Check with your agency to determine what kinds
of allotments it will allow. ANY CHANGES TO THE ALLOTMENT INFORMATION FURNISHED ON THIS REQUEST MUST BE MADE USING
A NEW FASTSTART FORM.


SAVINGS (If this option is checked, this will allow the specified allotment to be credited to an account owned by the payee.)
Savings allotments are limited to . Savings allotments must be in whole dollar amounts (no cents). The dollar amount of allotments may not
exceed the pay due an employee per pay period.


two


The Routing Transit Number (RTN) can be obtained from the financial institution or found on the bottom of a check.


The collection of the information you are requested to provide on this form is authorized under 31 CFR 209 and/or 210. The information is confidential
and is needed to prove entitlement to payments. The information will be used to process payment data from the Federal agency to the financial
institution and/or its agent.


You may use this form to provide instructions for processing your net salary. You may also use this for to provide instructions for processing
allotments and other agency - approved payments associated with your Federal employment.


ROUTING TRANSIT NUMBER (your financial institution�s 9-digit routing transit number)
ACCOUNT NUMBER (your account number at your financial institution)
ACCOUNT TITLE (the depositor�s name on the account to which payments are to be directed)
FINANCIAL INSTITUTION NAME (the name of the institution to which payments are to be directed)


NAME OF DEPOSITOR
STREET ADDRESS


CITY, STATE


NAME OF YOUR BANK
Payable Through Another Bank


ROUTING NUMBER
1


ACCOUNT NUMBER
2


CHECK NUMBER


PAY TO THE
ORDER OF: _______________________________________________$


101


19
___________ _______


3


4
5


For _____________________________ ____________________________


___________________________________________________________DOLLARS







Use: For processing Federal employee net salary, allotments, and other agency - approved payments associated with Federal employment (i.e.
travel reimbursement, uniform allowance, etc).  Employee must complete items 1,2,3 and 5.  Complete item 4 only if you want to start, cancel
or change the amount of a savings or discretionary allotment - see instructions on back of form.


1. EMPLOYEE INFORMATION


INSTRUCTIONS FOR PROCESSING FEDERAL EMPLOYEE PAYMENTS


TELEPHONE NUMBER (WORK)


ROUTING TRANSIT
NUMBER


ACCOUNT NUMBER


ACCOUNT TITLE ________________________________________________________________
(Account Holderís Name)


FINANCIAL INSTITUTION NAME ____________________________________________________


(Last, First, Initials)


2. TYPE OF ACCOUNT


4. ALLOTMENT INFORMATION


5. AUTHORIZATION


6. AGENCY USE:


EMPLOYEE'S SIGNATURE                                                                                       DATE


Complete this section only if you want to start, cancel or change the amount of a savings or discretionary allotment - see instructions on back of form.


Checking


Net Pay


Savings (whole dollar amounts only) SAVINGS
START INCREASE TO:


DECREASE TO:CANCEL


CHANGE New Total $____________


Travel


Discretionary or Third Party CHECKING


Other Federal
employment related
payments


Savings


3. DIRECT DEPOSIT ACCOUNT INFORMATION - NET PAY/TRAVEL/OTHER (Use Sec. 4 for allotments)
A voided personal check/sharedraft may be attached in lieu of completing this section.
See instructions on back of this form.


TYPE OF PAYMENT


TYPE OF ALLOTMENT
(Check One)


TYPE OF ACCOUNT
(Check One)


ACTION
(Check One)


AMOUNT
(Check One)


(HOME)


Check Digit


EMPLOYEE NAME
(as on payroll records)


(SSN) EMPLOYEE PAYROLL IDENTIFICATION NUMBER


ALLOTTEE'SACCOUNT NUMBER


ALLOTTEE NAME
(person/company who
will receive allotment)


ALLOTTEE'SROUTING NUMBER


Check Digit


F A S T S T A R T


DEPOSITDEPOSITDIRECT


FINANCIAL INSTITUTION NAME


ALLOTTEE'SACCOUNT TITLE
(Account Holder'sName)


FMS
EDITION OF 4-90 IS OBSOLETE


DEPARTMENT OF THE TREASURY
FINANCIAL MANAGEMENT SERVICE


F O R M
1 1 - 9 2 2231


EMPLOYEE COPY







PRIVACY ACT STATEMENT


INSTRUCTIONS FOR PROCESSING FASTSTART AUTHORIZATION


PURPOSE


1. ROUTING TRANSIT NUMBER - Here you
would put ì021001082î


2. ACCOUNT NUMBER - Here you would put
ì123-456-789î. Note the use of the dash symbol.
(Include dashes where the symbol
appears on the check or card.


3. ACCOUNT TITLE (must include employee
name)


4. FINANCIAL INSTITUTION NAME


5. If your check or sharedraft includes ìpayable
throughì under the bank name, contact the finan-
cial institution to help obtain the correct Routing
Transit Number for Direct Deposit processing.


1. EMPLOYEE INFORMATION (always complete this section)


2. TYPE OF ACCOUNT/PAYMENT (Put an ìXî in the appropriate space to indicate a checking or savings account and type of payment.)


3. DIRECT DEPOSIT ACCOUNT INFORMATION


4. ALLOTMENT INFORMATION


5. AUTHORIZATION


6. AGENCY USE (This space is reserved for agency use.)


CHANGES AND CANCELLATIONS - Contact your agency for instructions.


Sign and date the request form after you have carefully read the instructions and Privacy Act Statement.


ALLOTMENT TYPE


ALLOTTEEíS ROUTING NUMBER: Enter personís/company financial institution 9-digit routing transit number.
ALLOTTEEíS ACCOUNT NUMBER: Enter the account number to which the allotment payment will be deposited.
ALLOTTEEíS ACCOUNT NUMBER: Enter account holderís name on the account at the financial institution.
FINANCIAL INSTITUTION NAME: Enter the name of the financial institution to which the payment should be sent.


TYPE OF ACCOUNT (Put an ìXî in the appropriate space to indicate a checking or savings account.)
ACTION (Put an ìXî in the appropriate space to indicate start/cancel/change.)
AMOUNT (Put an ìXî in the appropriate space to indicate if an allotment is an increase, decrease and always indicate $ amount.)


DISCRETIONARY OR THIRD PARTY (If this option is checked, this will allow the specified allotment to be credited to an account not owned
by the payee.) Certain restrictions may apply as to the kind of allotments your agency will allow. Check with your agency to determine what kinds
of allotments it will allow. ANY CHANGES TO THE ALLOTMENT INFORMATION FURNISHED ON THIS REQUEST MUST BE MADE USING
A NEW FASTSTART FORM.


SAVINGS (If this option is checked, this will allow the specified allotment to be credited to an account owned by the payee.)
Savings allotments are limited to . Savings allotments must be in whole dollar amounts (no cents). The dollar amount of allotments may not
exceed the pay due an employee per pay period.


two


The Routing Transit Number (RTN) can be obtained from the financial institution or found on the bottom of a check.


The collection of the information you are requested to provide on this form is authorized under 31 CFR 209 and/or 210. The information is confidential
and is needed to prove entitlement to payments. The information will be used to process payment data from the Federal agency to the financial
institution and/or its agent.


You may use this form to provide instructions for processing your net salary. You may also use this for to provide instructions for processing
allotments and other agency - approved payments associated with your Federal employment.


ROUTING TRANSIT NUMBER (your financial institutionís 9-digit routing transit number)
ACCOUNT NUMBER (your account number at your financial institution)
ACCOUNT TITLE (the depositorís name on the account to which payments are to be directed)
FINANCIAL INSTITUTION NAME (the name of the institution to which payments are to be directed)


NAME OF DEPOSITOR
STREET ADDRESS


CITY, STATE


NAME OF YOUR BANK
Payable Through Another Bank


ROUTING NUMBER
1


ACCOUNT NUMBER
2


CHECK NUMBER


PAY TO THE
ORDER OF: _______________________________________________$


101


19
___________ _______


3


4
5


For _____________________________ ____________________________


___________________________________________________________DOLLARS
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Department of Homeland Security 
U.S. Citizenship and Immigration Services


Form I-9, Employment 
Eligibility Verification


Anti-Discrimination Notice. It is illegal to discriminate against 
any individual (other than an alien not authorized to work in the  
United States) in hiring, discharging, or recruiting or referring for a 
fee because of that individual's national origin or citizenship status. 
It is illegal to discriminate against work-authorized individuals. 
Employers CANNOT specify which document(s) they will accept 
from an employee. The refusal to hire an individual because the 
documents presented have a future expiration date may also 
constitute illegal discrimination. For more information, call the 
Office of Special Counsel for Immigration Related Unfair 
Employment Practices at 1-800-255-8155.


All employees (citizens and noncitizens) hired after November 
6, 1986, and working in the United States must complete 
Form I-9.


OMB No. 1615-0047; Expires 08/31/12


The Preparer/Translator Certification must be completed if 
Section 1 is prepared by a person other than the employee. A 
preparer/translator may be used only when the employee is 
unable to complete Section 1 on his or her own. However, the 
employee must still sign Section 1 personally.


Form I-9 (Rev. 08/07/09) Y 


Read all instructions carefully before completing this form.  
Instructions


When Should Form I-9 Be Used?


What Is the Purpose of This Form?


The purpose of this form is to document that each new 
employee (both citizen and noncitizen) hired after November 
6, 1986, is authorized to work in the United States.


For the purpose of completing this form, the term "employer" 
means all employers including those recruiters and referrers 
for a fee who are agricultural associations, agricultural 
employers, or farm labor contractors.  Employers must 
complete Section 2 by examining evidence of identity and 
employment authorization within three business days of the 
date employment begins. However, if an employer hires an 
individual for less than three business days, Section 2 must be 
completed at the time employment begins. Employers cannot 
specify which document(s) listed on the last page of Form I-9 
employees present to establish identity and employment 
authorization. Employees may present any List A document 
OR a combination of a List B and a List C document.Filling Out Form I-9


This part of the form must be completed no later than the time 
of hire, which is the actual beginning of employment. 
Providing the Social Security Number is voluntary, except for 
employees hired by employers participating in the USCIS 
Electronic Employment Eligibility Verification Program (E-
Verify). The employer is responsible for ensuring that 
Section 1 is timely and properly completed.


1.  Document title;
2.  Issuing authority;
3.  Document number;
4.  Expiration date, if any; and 
5.  The date employment begins. 


Employers must sign and date the certification in Section 2. 
Employees must present original documents. Employers may, 
but are not required to, photocopy the document(s) presented. 
If photocopies are made, they must be made for all new hires. 
Photocopies may only be used for the verification process and 
must be retained with Form I-9. Employers are still 
responsible for completing and retaining Form I-9.


Noncitizen nationals of the United States are persons born in 
American Samoa, certain former citizens of the former Trust 
Territory of the Pacific Islands, and certain children of 
noncitizen nationals born abroad.


Employers should note the work authorization expiration 
date (if any) shown in Section 1. For employees who indicate 
an employment authorization expiration date in Section 1, 
employers are required to reverify employment authorization 
for employment on or before the date shown. Note that some 
employees may leave the expiration date blank if they are 
aliens whose work authorization does not expire (e.g., asylees, 
refugees, certain citizens of the Federated States of Micronesia 
or the Republic of the Marshall Islands). For such employees, 
reverification does not apply unless they choose to present


If an employee is unable to present a required document (or 
documents), the employee must present an acceptable receipt 
in lieu of a document listed on the last page of this form. 
Receipts showing that a person has applied for an initial grant 
of employment authorization, or for renewal of employment 
authorization, are not acceptable. Employees must present 
receipts within three business days of the date employment 
begins and must present valid replacement documents within 
90 days or other specified time.


Employers must record in Section 2:


Preparer/Translator Certification


Section 2, Employer 


Section 1, Employee


in Section 2 evidence of employment authorization that 
contains an expiration date (e.g., Employment Authorization 
Document (Form I-766)).







EMPLOYERS MUST RETAIN COMPLETED FORM I-9 
 DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS


To order USCIS forms, you can download them from our 
website at www.uscis.gov/forms or call our toll-free number at 
1-800-870-3676. You can obtain information about Form I-9 
from our website at www.uscis.gov or by calling 
1-888-464-4218.


USCIS Forms and Information


What Is the Filing Fee?


There is no associated filing fee for completing Form I-9. This 
form is not filed with USCIS or any government agency. Form 
I-9 must be retained by the employer and made available for 
inspection by U.S. Government officials as specified in the 
Privacy Act Notice below. 


The authority for collecting this information is the 
Immigration Reform and Control Act of 1986, Pub. L. 99-603 
(8 USC 1324a). 


Privacy Act Notice


This information is for employers to verify the eligibility of 
individuals for employment to preclude the unlawful hiring, or 
recruiting or referring for a fee, of aliens who are not 
authorized to work in the United States. 


A blank Form I-9 may be reproduced, provided both sides are 
copied. The Instructions must be available to all employees 
completing this form. Employers must retain completed Form 
I-9s for three years after the date of hire or one year after the 
date employment ends, whichever is later.


Photocopying and Retaining Form I-9


Form I-9 may be signed and retained electronically, as 
authorized in Department of Homeland Security regulations 
at 8 CFR 274a.2.C. If an employee is rehired within three years of the date 


this form was originally completed and the employee's 
work authorization has expired or if a current 
employee's work authorization is about to expire 
(reverification), complete Block B; and:


1.   Examine any document that reflects the employee 
is authorized to work in the United States (see List 
A or C);


2.  Record the document title, document number, and 
expiration date (if any) in Block C; and


3.  Complete the signature block.


A. If an employee's name has changed at the time this form 
is being updated/reverified, complete Block A.


B. If an employee is rehired within three years of the date 
this form was originally completed and the employee is 
still authorized to be employed on the same basis as 
previously indicated on this form (updating), complete 
Block B and the signature block.


Employers must complete Section 3 when updating and/or 
reverifying Form I-9.  Employers must reverify employment 
authorization of their employees on or before the work 
authorization expiration date recorded in Section 1 (if any).  
Employers CANNOT specify which document(s) they will 
accept from an employee.


For more detailed information, you may refer to the 
USCIS Handbook for Employers (Form M-274). You may 
obtain the handbook using the contact information found 
under the header "USCIS Forms and Information."


Note that for reverification purposes, employers have the 
option of completing a new Form I-9 instead of completing 
Section 3. 


Information about E-Verify, a free and voluntary program that 
allows participating employers to electronically verify the 
employment eligibility of their newly hired employees, can be 
obtained from our website at www.uscis.gov/e-verify or by 
calling 1-888-464-4218.


General information on immigration laws, regulations, and 
procedures can be obtained by telephoning our National 
Customer Service Center at 1-800-375-5283 or visiting our 
Internet website at www.uscis.gov.


This information will be used by employers as a record of 
their basis for determining eligibility of an employee to work 
in the United States. The form will be kept by the employer 
and made available for inspection by authorized officials of  
the Department of Homeland Security, Department of Labor, 
and Office of Special Counsel for Immigration-Related Unfair 
Employment Practices.


Submission of the information required in this form is 
voluntary. However, an individual may not begin employment 
unless this form is completed, since employers are subject to 
civil or criminal penalties if they do not comply with the 
Immigration Reform and Control Act of 1986.


Section 3, Updating and Reverification
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Paperwork Reduction Act


An agency may not conduct or sponsor an information 
collection and a person is not required to respond to a 
collection of information unless it displays a currently valid 
OMB control number. The public reporting burden for this 
collection of information is estimated at 12 minutes per 
response, including the time for reviewing instructions and 
completing and submitting the form.  Send comments 
regarding this burden estimate or any other aspect of this 
collection of information, including suggestions for reducing 
this burden, to: U.S. Citizenship and Immigration Services, 
Regulatory Management Division, 111 Massachusetts 
Avenue, N.W., 3rd Floor, Suite 3008, Washington, DC 
20529-2210. OMB No. 1615-0047. Do not mail your 
completed Form I-9 to this address.
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Department of Homeland Security 
U.S. Citizenship and Immigration Services


Form I-9, Employment 
Eligibility Verification


OMB No. 1615-0047; Expires 08/31/12


Read instructions carefully before completing this form.  The instructions must be available during completion of this form.  
  
ANTI-DISCRIMINATION NOTICE:  It is illegal to discriminate against work-authorized individuals. Employers CANNOT 
specify which document(s) they will accept from an employee.  The refusal to hire an individual because the documents have  a 
future expiration date may also constitute illegal discrimination.
Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)
Print Name:    Last First Middle Initial Maiden Name


Address (Street Name and Number) Apt. # Date of Birth (month/day/year)


StateCity Zip Code Social Security #


I am aware that federal law provides for 
imprisonment and/or fines for false statements or 
use of false documents in connection with the  
completion of this form.


Employee's Signature Date (month/day/year)


Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under 
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.


Address (Street Name and Number, City, State, Zip Code)


Print NamePreparer's/Translator's Signature


Date (month/day/year)


Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR 
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and 
expiration date, if any, of the document(s).)


ANDList B List CORList A
Document title:


Issuing authority:


Document #:


Expiration Date (if any):
Document #:


Expiration Date (if any):


and that to the best of my knowledge the employee is authorized to work in the United States.   (State(month/day/year)
employment agencies may omit the date the employee began employment.)


CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that 
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on


Print Name TitleSignature of Employer or Authorized Representative


Date (month/day/year)Business or Organization Name and Address (Street Name and Number, City, State, Zip Code)


B. Date of Rehire (month/day/year) (if applicable)A. New Name (if applicable)


C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.


Document #: Expiration Date (if any):Document Title:


Section 3. Updating and Reverification (To be completed and signed by employer.) 


l attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the employee presented 
document(s), the document(s) l have examined appear to be genuine and to relate to the individual.


Date (month/day/year)Signature of Employer or Authorized Representative


I attest, under penalty of perjury, that I am (check one of the following): 


A lawful permanent resident (Alien #)  
 


A citizen of the United States    


An alien authorized to work (Alien # or Admission #)


A noncitizen national of the United States (see instructions)     


until (expiration date, if applicable - month/day/year)
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For persons under age 18 who 
are unable to present a 
document listed above:   


LISTS OF ACCEPTABLE DOCUMENTS


LIST A LIST B LIST C


2.   Permanent Resident Card or Alien 
Registration Receipt Card (Form 
I-551)


8.   Employment authorization 
document issued by the 
Department of Homeland Security


1.   Driver's license or ID card issued by 
a State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, 
eye color, and address


1.   Social Security Account Number 
card other than one that specifies 
on the face that the issuance of the 
card does not authorize 
employment in the United States


9.   Driver's license issued by a Canadian 
government authority


1.   U.S. Passport or U.S. Passport Card


2.   Certification of Birth Abroad 
issued by the Department of State 
(Form FS-545)3.   Foreign passport that contains a 


temporary I-551 stamp or temporary 
I-551 printed notation on a machine-
readable immigrant visa


4.   Employment Authorization Document 
that contains a photograph (Form 
I-766) 


3.   Certification of Report of Birth 
issued by the Department of State 
(Form DS-1350)


3.   School ID card with a photograph


5.   In the case of a nonimmigrant alien 
authorized to work for a specific 
employer incident to status, a foreign 
passport with Form I-94 or Form 
I-94A bearing the same name as the 
passport and containing an 
endorsement of the alien's 
nonimmigrant status, as long as the 
period of endorsement has not yet 
expired and the proposed 
employment is not in conflict with 
any restrictions or limitations 
identified on the form


6.   Military dependent's ID card


4.   Original or certified copy of birth   
      certificate issued by a State,  
      county, municipal authority, or  
      territory of the United States  
      bearing an official seal


7.   U.S. Coast Guard Merchant Mariner 
Card


5.   Native American tribal document


8.   Native American tribal document


7.   Identification Card for Use of 
Resident Citizen in the United 
States (Form I-179)


10.   School record or report card


11.   Clinic, doctor, or hospital record


12.   Day-care or nursery school record


Illustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)


2.   ID card issued by federal, state or 
local government agencies or 
entities, provided it contains a 
photograph or information such as 
name, date of birth, gender, height, 
eye color, and address


4.   Voter's registration card


5.   U.S. Military card or draft record


Documents that Establish Both 
Identity and Employment 


Authorization


Documents that Establish  
Identity 


Documents that Establish  
Employment Authorization


OR AND


All documents must be unexpired


6.   Passport from the Federated States of 
Micronesia (FSM) or the Republic of 
the Marshall Islands (RMI) with 
Form I-94 or Form I-94A indicating 
nonimmigrant admission under the 
Compact of Free Association 
Between the United States and the 
FSM or RMI


6.   U.S. Citizen ID Card (Form I-197)
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U.S. Office of Personnel Management 
Guide to Personnel Data Standards 


ETHNICITY AND RACE IDENTIFICATION 
(Please read the Privacy Act Statement and instructions before completing form.) 


Name (Last, First, Middle Initial) Social Security Number Birthdate (Month and Year) 


Agency Use Only 


Privacy Act Statement 


Ethnicity and race information is requested under the authority of 42 U.S.C. Section 2000e-16 and in compliance with 
the Office of Management and Budget's 1997 Revisions to the Standards for the Classification of Federal Data on Race 
and Ethnicity.  Providing this information is voluntary and has no impact on your employment status, but in the instance 
of missing information, your employing agency will attempt to identify your race and ethnicity by visual observation. 


This information is used as necessary to plan for equal employment opportunity throughout the Federal government.  It 
is also used by the U. S. Office of Personnel Management or employing agency maintaining the records to locate 
individuals for personnel research or survey response and in the production of summary descriptive statistics and 
analytical studies in support of the function for which the records are collected and maintained, or for related workforce 
studies.  


Social Security Number (SSN) is requested under the authority of Executive Order 9397, which requires SSN be used 
for the purpose of uniform, orderly administration of personnel records. Providing this information is voluntary and failure 
to do so will have no effect on your employment status. If SSN is not provided, however, other agency sources may be 
used to obtain it. 


Specific Instructions: The two questions below are designed to identify your ethnicity and race.  Regardless of your answer to 
question 1, go to question 2. 
Question 1. Are You Hispanic or Latino? (A person of Cuban, Mexican, Puerto Rican, South or Central American, or other 
Spanish culture or origin, regardless of race.)  


U Yes U No 


Question 2.   Please select the racial category or categories with which you most closely identify by placing an “X” in the appropriate 
box.  Check as many as apply. 


RACIAL CATEGORY 
(Check as many as apply) DEFINITION OF CATEGORY 


U American Indian or Alaska Native 


U Asian 


U Black or African American 


U Native Hawaiian or Other Pacific Islander 


U White 


A person having origins in any of the original peoples of North and South America 
(including Central America), and who maintains tribal affiliation or community 
attachment. 


A person having origins in any of the original peoples of the Far East, Southeast 
Asia, or the Indian subcontinent including, for example, Cambodia, China, India, 
Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.  


A person having origins in any of the black racial groups of Africa.   


A person having origins in any of the original peoples of Hawaii, Guam, Samoa, or 
other Pacific Islands. 


A person having origins in any of the original peoples of Europe, the Middle East, or 
North Africa. 


  Standard Form 181 
  Revised August 2005
  Previous editions not usable

 
  42 U.S.C. Section 2000e-16
 
 NSN 7540-01-099-3446 









Form W-4 (2011)
Purpose. Complete Form W-4 so that your 
employer can withhold the correct federal 
income tax from your pay. Consider completing a 
new Form W-4 each year and when your 
personal or financial situation changes.


Exemption from withholding. If you are exempt, 
complete  only  lines 1, 2, 3, 4, and 7 and sign 
the form to validate it. Your exemption for 2011 
expires February 16, 2012. See Pub. 505, Tax 
Withholding and Estimated Tax.


Note. If another person can claim you as a 
dependent on his or her tax return, you cannot 
claim exemption from withholding if your income 
exceeds $950 and includes more than $300 of 
unearned income (for example, interest and 
dividends).


Basic instructions. If you are not exempt, 
complete the Personal Allowances Worksheet 
below. The worksheets on page 2 further adjust 
your withholding allowances based on itemized 
deductions, certain credits, adjustments to 
income, or two-earners/multiple jobs situations.


Complete all worksheets that apply. However, 
you may claim fewer (or zero) allowances. For 
regular wages, withholding must be based on 
allowances you claimed and may not be a flat 
amount or percentage of wages.


Head of household. Generally, you may claim 
head of household filing status on your tax return 
only if you are unmarried and pay more than 
50% of the costs of keeping up a home for 
yourself and your dependent(s) or other 
qualifying individuals. See Pub. 501, Exemptions, 
Standard Deduction, and Filing Information, for 
information.


Tax credits. You can take projected tax credits 
into account in figuring your allowable number of 
withholding allowances. Credits for child or 
dependent care expenses and the child tax 
credit may be claimed using the Personal 
Allowances Worksheet below. See Pub. 919, 
How Do I Adjust My Tax Withholding, for 
information on converting your other credits into 
withholding allowances.


Nonwage income. If you have a large amount of 
nonwage income, such as interest or dividends, 
consider making estimated tax payments using


Form 1040-ES, Estimated Tax for Individuals. 
Otherwise, you may owe additional tax. If you 
have pension or annuity income, see Pub. 919 to 
find out if you should adjust your withholding on 
Form W-4 or W-4P.


Two earners or multiple jobs. If you have a 
working spouse or more than one job, figure the 
total number of allowances you are entitled to 
claim on all jobs using worksheets from only one 
Form W-4. Your withholding usually will be most 
accurate when all allowances are claimed on the 
Form W-4 for the highest paying job and zero 
allowances are claimed on the others. See Pub. 
919 for details.


Nonresident alien. If you are a nonresident alien, 
see Notice 1392, Supplemental Form W-4 
Instructions for Nonresident Aliens, before 
completing this form.


Check your withholding. After your Form W-4 
takes effect, use Pub. 919 to see how the 
amount you are having withheld compares to 
your projected total tax for 2011. See Pub. 919, 
especially if your earnings exceed $130,000 
(Single) or $180,000 (Married).


Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . . . . . . . . . . . . . . . . . . A


B Enter “1” if: { • You are single and have only one job; or
• You are married, have only one job, and your spouse does not work; or                                   . . .
• Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.


} B


C Enter “1” for your spouse. But, you may choose to enter “-0-” if you are married and have either a working spouse or more 
than one job. (Entering “-0-” may help you avoid having too little tax withheld.) . . . . . . . . . . . . . . C


D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . . . . . . . D
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) . . E
F Enter “1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit . . . F


(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.) 
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.


• If your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; then less “1” if you have three or more eligible children.
• If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible   
   child plus “1” additional if you have six or more eligible children . . . . . . . . . . . . . . . . . . G


H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.)  ▶ H
For accuracy, 
complete all 
worksheets 
that apply. {


• If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions   
   and Adjustments Worksheet on page 2.  
• If you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed    
   $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.  
• If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.


Cut here and give Form W-4 to your employer. Keep the top part for your records.


Form   W-4
Department of the Treasury  
Internal Revenue Service 


Employee's Withholding Allowance Certificate
▶  Whether you are entitled to claim a certain number of allowances or exemption from withholding is 


subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 


OMB No. 1545-0074


2011
1        Type or print your first name and middle initial. Last name


Home address (number and street or rural route)


City or town, state, and ZIP code


2     Your social security number


3 Single Married Married, but withhold at higher Single rate.


Note.  If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.


4 If your last name differs from that shown on your social security card, 


check here. You must call 1-800-772-1213 for a replacement card.  ▶


5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . 6 $


7 I claim exemption from withholding for 2011, and I certify that I meet both of the following conditions for exemption.
• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability and
• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.
If you meet both conditions, write “Exempt” here . . . . . . . . . . . . . . .   ▶ 7


Under penalties of perjury, I declare that I have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete.


Employee’s signature  
(This form is not valid unless you sign it.)  ▶ Date ▶


8        Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 9  Office code (optional) 10     Employer identification number (EIN)


For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2011) 







Form W-4 (2011) Page 2 
Deductions and Adjustments Worksheet


Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.


1 Enter an estimate of your 2011 itemized deductions. These include qualifying home mortgage interest, 
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and 
miscellaneous deductions . . . . . . . . . . . . . . . . . . . . . . . . . 1 $


2 Enter: { $11,600 if married filing jointly or qualifying widow(er)
$8,500 if head of household                                               . . . . . . . . . . .
$5,800 if single or married filing separately


} 2 $


3 Subtract line 2 from line 1. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 3 $
4 Enter an estimate of your 2011 adjustments to income and any additional standard deduction (see Pub. 919) 4 $
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to 


Withholding Allowances for 2011 Form W-4 Worksheet in Pub. 919.) . . . . . . . . . . . 5 $
6 Enter an estimate of your 2011 nonwage income (such as dividends or interest) . . . . . . . . 6 $
7 Subtract line 6 from line 5. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 7 $
8 Divide the amount on line 7 by $3,700 and enter the result here. Drop any fraction . . . . . . . 8
9 Enter the number from the Personal Allowances Worksheet, line H, page 1 . . . . . . . . . 9


10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet, 
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10


Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if 


you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more 
than “3” . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2


3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter 
“-0-”) and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . . . . . . . 3


Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to figure the additional 
withholding amount necessary to avoid a year-end tax bill.


4 Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6 Subtract line 5 from line 4 . . . . . . . . . . . . . . . . . . . . . . . . . 6
7 Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here . . . . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . 8 $
9 Divide line 8 by the number of pay periods remaining in 2011. For example, divide by 26 if you are paid 


every two weeks and you complete this form in December 2010. Enter the result here and on Form W-4, 
line 6, page 1. This is the additional amount to be withheld from each paycheck . . . . . . . . 9 $


Table 1
Married Filing Jointly


If wages from LOWEST 
paying job are—


Enter on  
line 2 above


$0  -  $5,000  - 0
5,001  -  12,000  - 1


12,001  -  22,000  - 2
22,001  -  25,000  - 3
25,001  -  30,000  - 4
30,001  -  40,000  - 5
40,001  -  48,000  - 6
48,001  -  55,000  - 7
55,001  -  65,000  - 8
65,001  -  72,000  - 9
72,001  -  85,000  - 10
85,001  -  97,000  - 11
97,001  -110,000  - 12


110,001  -120,000  - 13
120,001  -135,000  - 14
135,001 and over 15


All Others


If wages from LOWEST 
paying job are—


Enter on  
line 2 above


$0  -  $8,000  - 0
8,001  -  15,000  - 1


15,001  -  25,000  - 2
25,001  -  30,000  - 3
30,001  -  40,000  - 4
40,001  -  50,000  - 5
50,001  -  65,000  - 6
65,001  -  80,000  - 7
80,001  -  95,000  - 8
95,001  -120,000  - 9


120,001  and over 10


Table 2
Married Filing Jointly


If wages from HIGHEST 
paying job are—


Enter on  
line 7 above


$0  -  $65,000 $560
65,001  -  125,000 930


125,001  -  185,000 1,040
185,001  -  335,000 1,220
335,001  and  over 1,300


All Others


If wages from HIGHEST 
paying job are—


Enter on  
line 7 above


$0  -  $35,000 $560
35,001  -    90,000 930
90,001  -  165,000 1,040


165,001  -  370,000 1,220
370,001  and  over 1,300


Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this form to 
carry out the Internal Revenue laws of the United States. Internal Revenue Code sections 
3402(f)(2) and 6109 and their regulations require you to provide this information; your employer 
uses it to determine your federal income tax withholding. Failure to provide a properly 
completed form will result in your being treated as a single person who claims no withholding 
allowances; providing fraudulent information may subject you to penalties. Routine uses of this 
information include giving it to the Department of Justice for civil and criminal litigation, to 
cities, states, the District of Columbia, and U.S. commonwealths and possessions for use in 
administering their tax laws; and to the Department of Health and Human Services for use in 
the National Directory of New Hires. We may also disclose this information to other countries 
under a tax treaty, to federal and state agencies to enforce federal nontax criminal laws, or to 
federal law enforcement and intelligence agencies to combat terrorism.


You are not required to provide the information requested on a form that is 
subject to the Paperwork Reduction Act unless the form displays a valid OMB 
control number. Books or records relating to a form or its instructions must be 
retained as long as their contents may become material in the administration of 
any Internal Revenue law. Generally, tax returns and return information are 
confidential, as required by Code section 6103. 


The average time and expenses required to complete and file this form will vary 
depending on individual circumstances. For estimated averages, see the 
instructions for your income tax return.


If you have suggestions for making this form simpler, we would be happy to hear 
from you. See the instructions for your income tax return.
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Forward completed application to: CCS-Account-Services@JPMChase.com or Fax to: 888-297-0785 
Revised 08/01/08 


GSA SmartPay2 - Visa IBA Cardholder Form 
To ensure accurate and timely processing please type or print clearly. Incomplete, illegible forms will not be processed. 


  New 
  Change (Only Complete Fields To Be 


Changed) 
  Delete/ Close 


Cardholder 
Account       -      -      -      


 


Agency Information Required  


Agency/Organization Name: Small Business Administration - DISASTER 


Company # 70611 (5 digits) 
Plastic Type 


  Standard (default)    Quasi-Generic    Generic 


Hierarchy Level: Level 1 (required) 
31000 


Level 2 
41000 


Level 3 
* 


Level 4 
 


Level 5 
 


Level 6 
      


Cardholder Information Required 
Name Line 1 
(19 Characters) 
 


      
Security Identifier # (Required) 


* * -    -      


Name Line 2 
(19 Characters)       


Unique Date i.e. date of hire (Required) 


* * *   -    -  


Address Line 1 
(35 Characters) 
 


      


Unique Passphrase  
(First 4 Characters Required) 


* * * * 


Address Line 2 
(35 Characters) 
 


      
Work Phone  


(      )        -      
City 
(23 Characters) 
 


      State      Zip 
Code       


                       Home Phone 


(      )       -      
Site ID # 
(Agency Specific) 10037 Employee E-mail 


(Optional)      Employee ID 
(Optional)       


Cardholder Signature:       Date:       


  By checking this box, I (the applicant) indicate consent for JPMC to perform a credit worthiness evaluation at the request of my agency    * * * * * 
  By checking this box, I (the applicant) do not agree to a credit worthiness evaluation, and understand that I will receive a restricted card 


Cardholder Controls – to be completed by A/OPC 
Credit Limit  
(Required)  $      


 Cycle (default) 
 Weekly       Day of the Week 


Single Purchase Limit  $      


Transactions Per Day       Transactions Per Cycle       


Cash Limit (max $500 or 10% 
recommended) $      


Request Cash Advance Pin  
(Yes or No)       


Merchant Category Code Groups (at least 1 MCCG required) – Indicate Include or Exclude  


                           


                        


Approval Required – A/OPC 
 
Prepared By: 
(Please Print) 


      Signature:       Date:        
 


 
Approved By: 
(Please Print) 


      Signature:       Date:        


Forms may be sent by facsimile transmission to JPMC without hard copy follow up provided, however, that JPMC shall be entitled to rely on any unconfirmed, facsimile transmission made by any 
person or persons JPMC reasonably believes to be acting on behalf of the Corporation as if such notice had been confirmed and the Corporation hereby indemnifies and holds JPMC harmless from 
any loss, cost or expense, including reasonable attorney's fees, which JPMC may incur or become liable for as a result of such reliance. 


Bank Use Only  


Account Number   _   _   _   _  - _   _   _   _  - _   _   _   _  - _   _   _   _  
       Date: ______________  Initials:    ____________   


 







 


Forward completed application to: CCS-Account-Services@JPMChase.com or Fax to: 888-297-0785 
Revised 08/01/08 


 
Cardholder Name 
Line 1, Maximum length of 19 characters INCLUDES spaces 
Line 2, Do NOT use line 2 
 
* *Security Identifier # 
Enter applicant’s full social security number 
 
* * *Unique Date (i.e. date of hire) 
Enter applicant’s date of birth in the form MM/DD/YYYY 
 
* * * *Unique Passphrase 
First 4 letters of applicant’s mother’s maiden name 
 
* * * * *Credit Worthiness – Done by PASC with score provided by HR 
Enter color coordinating to credit score in this space 
Green 660 and above Standard Account 
Yellow 500 – 659 Restricted Account 
 
Address  
Line 1, 35 characters 
 
City 
23 characters 
 
State, zip code and phone numbers 


E-mail (please provide personal) 


 
 
*Please ensure that the whole page prints and does not cut off the “Bank Use Only” section 


 



mailto:CCS-Account-Services@JPMChase.com



		Agency Information Required 

		Plastic Type

		Hierarchy Level:

		Level 1 (required) 31000



		Level 2

		41000



		Level 3

		*



		Level 4

		Level 5

		Level 6

		     



		Cardholder Information Required

		Cardholder Signature:      

		Date:      

		  By checking this box, I (the applicant) indicate consent for JPMC to perform a credit worthiness evaluation at the request of my agency    * * * * *

		Cardholder Controls – to be completed by A/OPC

		        

		     

		     

		     

		     

		     

		     

		     

		Approval Required – A/OPC



		Forms may be sent by facsimile transmission to JPMC without hard copy follow up provided, however, that JPMC shall be entitled to rely on any unconfirmed, facsimile transmission made by any person or persons JPMC reasonably believes to be acting on behalf of the Corporation as if such notice had been confirmed and the Corporation hereby indemnifies and holds JPMC harmless from any loss, cost or expense, including reasonable attorney's fees, which JPMC may incur or become liable for as a result of such reliance.

		Bank Use Only

		Account Number   _   _   _   _  - _   _   _   _  - _   _   _   _  - _   _   _   _ 

		Date: ______________

		Initials:    ____________












(To be retained by the employee) 


For Review and Signature by New Hires at Orientation 
 
New appointees:  We have found that one of the 
things that can make the job go smoother is for 
everyone to be fully familiar with the rules and 
guidelines which govern Federal employment.  
Therefore, you will be asked to review and initial the 
following.  One copy will be maintained in the 
Personnel Office, and one will be given to you. 
 
 
Manual:  My signature below indicates that I have 
received a copy of the Orientation for New Employees.  
I understand that I must read these upon entering on 
duty and that I will be held accountable for adhering to 
its contents during my tenure with the SBA.  If I have 
any questions concerning provisions or applicability, I 
will immediately contact my supervisor or the 
Personnel Office.           _________ (Employee Initials) 
 
General Office Rules:  I understand that I am 
responsible for arriving at work on time; signing in and 
out accurately; notifying and talking to my supervisor 
directly as soon as possible, but not more than 2 hours 
after my scheduled start time if I cannot be at work; 
and submitting a completed leave slip as soon as I am 
at work.                          _________ (Employee Initials) 
 
Sexual Harassment is a form of discrimination and, as 
such, has no place at work.  I understand that at SBA 
we are committed to providing a harassment-free 
environment.  I will report it immediately if I or another 
individual are the recipient of unwanted personal 
attention.  I understand that I am also to follow some 
simple basic principles in the work place, such as not 
discussing items of a sexual nature in the office, 
making lewd or demeaning comments, telling jokes of 
a sexual nature, repeatedly asking someone out, etc. 


_________ (Employee Initials) 
 
Internet/Intranet/E-mail:  I understand that I am 
expected to use all Government resources, including 
the internet and e-mail, in a professional manner and 
for professional work, and refrain from activities that 
are inappropriate or offensive.  This includes sexually 
explicit material and materials that ridicule others 
based on race, creed, religion, color, age, sex, 
disability, national origin, or sexual orientation.  I am 
also aware that I do not have a right to or expectation 
of privacy while using office equipment. 


 _________ (Employee Initials) 
 
Travel Cards, Travel Vouchers, Direct Pay: I 
understand that I am responsible for using this card for 
official purposes only, ensuring that I do not exceed my 
ATM limit, filing timely and accurate vouchers, and 
paying Bank of America on time.  I also understand 
that I must ensure plane fare, lodging, rental car, ATM 


withdrawals, and other expenses incurred on my card 
are designated as direct pay. 


_________ (Employee Initials) 
 
 
Unemployment Insurance: If I applied for or have 
been receiving Unemployment Insurance benefit 
payments, it is my responsibility, under penalty of law, 
to notify the appropriate local office, in writing, to 
discontinue the issuance of Unemployment Insurance 
checks now that I am employed. I realize that failure on 
my part to notify the State agency can result in a 
penalty such as a fine, imprisonment, or both. 
    _________ (Employee Initials) 


 
Standards of Conduct:  I acknowledge receipt of the 
fact sheet on ethical conduct, standards of conduct and 
examples of misconduct.  I understand that I am 
required to perform my duties and treat my co-workers 
and supervisors in an ethical and professional manner, 
and violations may result in conduct-based action.    
_________ (Employee Initials) 
 
Equal Employment Opportunity:  I understand that 
by statute it is illegal to discriminate against employees 
or applicants for employment on the bases of race, 
color, religion, sex, national origin, disability, or age; 
and that individuals who file complaints or participate in 
an EEO investigation are protected from retaliation.  I 
understand that SOP 37 13 outlines the EEO program 
and includes all timeframes which must be met for 
timeliness in the complaint process, and which states 
in part “aggrieved contacts EEO Counselor within 45 
days of the date of the matter alleged to be 
discriminatory, or in the case of a personnel action, 
within 45 days of the effective date of the personnel 
action”.                           _________ (Employee Initials) 
 
 
Employee Signature and Date 
 
 
Printed Name of Employee 
 
   
Position title  Grade / step NTE Date 
   
   
Annual Salary Hourly Rate Overtime Rate 
 








U.S. Small Business Administration 
Office of Disaster Assistance 


 


EMPLOYMENT AGREEMENT 
 


 
I understand that I have been employed by the U.S. Small Business Administration, Office of Disaster 
Assistance, to fulfill its disaster relief responsibilities.  My appointment type is: 
 


(To be checked 
by PASC) Appointment Type and Description 


Employee’s 
initials (one 
line only) 


 


 
 
CADRE:  On-call employment with no time limit.  Subject to the needs of 
the Agency and level of disaster activity.  May be released to non-pay 
status, if necessary. 


 


 
 


 
 
 
TERM:  Initial appointment is made for more than one year.  Subsequent 
extensions may be made for more or less time, depending on the 
projected needs of the Agency.  May be released to non-pay status, if 
necessary.  May be extended for up to 4 years, depending on the 
workload. 


 


 
 


 
 
 
TEMPORARY:  Initial appointments are normally made for 30 or 90 days 
and extensions are based on several factors, including workload, 
performance, conduct, and attendance.  Employment may be terminated 
at any time, for any business reason, and without regard to the 
appointment not-to-exceed date.  In cases of separation due to 
expiration of appointment or termination due to lack of work, the Agency 
will attempt to give at least 48 hour’s notice. 


 


 
I understand that I may be required to work up to 14 hours per day, 7 days per week, and that my work 
schedule, departmental assignment, and geographic location may be changed according to the needs of 
the disaster program.  I will report within 48 hours of notification to wherever assigned and make myself 
available to be contacted at all times for such notifications.  I will be available for work on a daily basis, 
including week-ends and holidays, and will contact my supervisor in accordance with existing policies if I 
am unable to report on time. 
 
I further understand that an FBI fingerprint and name check will be conducted, as well as a National 
Agency Check and Inquiry.  If either of these background checks raises a question concerning my 
suitability for Federal employment, I understand that additional information may be solicited from me or 
other parties or that I may be terminated solely on the basis of the information provided by the 
investigative agencies. 
 
 
Employee’s signature and date signed  Printed Name of Employee 
 








U.S. Small Business Administration 
Office of Disaster Assistance 


LANGUAGE SKILLS IDENTIFICATION 


The information provided on this form is voluntary and will be used to identify those who may be able to 
provide translation or interpretation services on an occasional basis. This information, without the Social 
Security Number, may be made available to others under the Freedom of Information Act. 


Name (Printed) Social Security Number Office and Location (City) 


SQoken Languages SQeaking Abilitv Writing Abilit~ 
English CJ Fluently Cl Fluently 


Cl Fairly Cl Fairly 
Cl Poorly Cl Poorly 


Cl Fluently Cl Fluently 
Cl Fairly Cl Fairly 
Cl Poorly Cl Poorly 


(Please specify the language) 


Cl Fluently Cl Fluently 
Cl Fairly Cl Fairly 
Cl Poorly Cl Poorly 


(Please specify the language) 


Signed Languages Skill Level Certified 


American Sign Language CIFiuent CIFair CIPoor Cl Yes Cl No 


Signed English CIFiuent CIFair CIPoor Cl Yes Cl No 


CIFiuent CIFair CIPoor Cl Yes Cl No 


(Please specify the language) 


CIFiuent CIFair CIPoor Cl Yes Cl No 


(Please specify the language) 












ODA Form HR 
 


OFFICE OF DISASTER ASSISTANCE 
NEW EMPLOYEE IN-PROCESSING SHEET 


 
Identifying Information 
Last Name, First Name, Middle Name (not initial) Gender Social Security Number Date of Birth (mm/dd/yyyy) 


    
Street Address (and apartment) City and County State and ZIP Code 


   
Phone (Primary) Phone (Alternate) E-Mail Address (personal) 
   


 
Previous Government Experience 
Have you worked before as an employee of the Federal government?  Yes      No 


Have you worked before for the SBA Disaster Assistance program?      Yes      No 


Adjusted Service Computation Date 
(To be computed and entered by Personnel)  


 
 
Driver’s License Information 
 
Do you possess a valid driver’s license?     Yes      No 
 
Emergency Contact Information 
 Name Relationship Home Phone Alternate Phone 


Primary     


Secondary     


 
Other Relevant Information 
Provided by Employee Provided by Human Resources 


  


 


SBA Disaster Assistance Employment Information (HR Use Only) 
Position Series Grade/Step Department 


    


Enter on Duty Date Not-to-Exceed Date Length of Appointment 


   


Duty Station Duty Station Code Residence City Residence Code 


    
Work Schedule Type of Appointment Center Leave Category COLA 
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New Hire Forms Checklist 
This checklist is for your use only. Do not return it with the packet of signed documents.  


Use it as a final check to ensure that you are returning all required forms, that you have signed and/or initialed 
each as indicated, that you have had the two forms that require a notary's signature notarized, and that you are 
providing all required supporting documents. 


 Form Required?  
Signed/ 


Initialed?  
Notarized/ 


Witnes s ed?  
Supporting 


Documents ?  
Ready to 
Return?  


1.  Appointment Affidavits, SF 61 Yes Yes Notarized N/A  


2.  Employment Eligibility Verification, Form I-9 
Reminder: You must present the original 
eligibility verification document(s) to the Notary. 


Yes Yes Notarized Yes  


3.  ODA Employment Agreement Yes Yes N/A N/A  


4.  New Hire Orientation Review & Signature Yes Yes N/A N/A  


5.  Statement of Prior Federal Service, SF 144 Yes Yes N/A N/A  


6.  Application for 10-Point Veteran Preference, 
SF 15 


Yes Yes N/A Yes  


7.  Direct Deposit Form, FMS 11-92 
Reminder: For a checking account, include an 
original copy of a voided check; for a savings 
account, include a deposit slip. 


Yes Yes N/A Yes  


8.  Federal Income Tax Withholding, Form W-4 Yes Yes N/A N/A  


9.  State Income Tax Withholding 
• *You are NOT required to complete and 


submit this form if your place of 
residence is one of the following: 


o AK o FL o NH o NV 


o PA o PR o SD o TN 


o TX o VI o WA o WY 
 


*Yes Yes N/A N/A  


10.  Designation of Beneficiary, SF 1152 Yes Yes Witnessed N/A  


11.  ODA New Employee In-Processing Sheet Yes N/A N/A N/A  


12.  PII Certification Statement, SBA 2311 Yes Yes N/A N/A  


13.  ODA Language Skills Identification Form Yes N/A N/A N/A  


14.  Ethnicity and Race Identification, SF 181 Optional N/A N/A N/A  


15.  Self-Identification of Handicap, SF 256 Optional N/A N/A N/A  


16.  GSA SmartPay2 (SP2) - VISA IBA 
Cardholder Form 


Yes Yes N/A N/A  


17.  Travel Card Training Certificate Yes Yes N/A N/A  


18.  Computer Access Clearance/Security Form, 
SBA 1228 


Yes Yes N/A N/A  


 


Off ice of  D isaster Assistance 








 


Instructions for Completing New Hire Forms 
These instructions guide you through the process of correctly completing each form in the ODA New Hire Forms 
packet. To get started, print ALL forms in the packet. Be sure to complete each form in black or blue ink.  


You must return ALL of the completed forms and supporting documentation (where specified) within two weeks of 
receiving the email that provided you the link to the forms packet. Return the forms to the address provided in the 
email. Before returning the packet, we recommend that you use the checklist that follows these instructions to 
ensure that your packet is complete.  


Note: If you have questions or need additional information about completing any of the forms in the packet, do not 
hesitate to contact the person who was identified in the email.  


Thank you for taking the time to complete these required forms. 


 Form Ins tructions  


1.  Appointment Affidavits, SF 61 • Leave Date Appointed blank 
• Leave Place of Employment blank 


• Enter Position to Which Appointed 


• Enter Name 


• Take the form to a notary to have it notarized (your local 
bank will have a notary) 


• Carefully read all sections (A, B, and C) of the form and 
sign it in the presence of the notary 


• The notary will complete the Notary section 


2.  Employment Eligibility Verification,  
Form I-9 


• Complete Section 1 
• See the List of Acceptable documents and select the 


document(s) you will use to verify your eligibility 
• The documents you select must be current/unexpired 


• Select 1 document from List A OR select 1 document 
from List B and


• Take the form and original document(s) to a notary to have 
the form notarized (your local bank will have a notary) 


 1 document from List C 


• Sign the form in front of the notary 
• Have the notary complete Section 2  
• HR will complete Section 3 


• Make a photo copy of each eligibility verification 
document you selected 


• Attach the photo copy of each eligibility verification 
document to the notarized I-9 


3.  ODA Employment Agreement • Select the Term check box (you will be serving in a term 
position that may be extended up to 4 years) 


• Initial the line on the right that corresponds to Term 
• Sign and date the bottom (left) of the form  
• Print your name at the bottom (right) of the form 


Off ice of  D isaster Assistance 







Office of Disaster Assistance Instructions for New Hire Forms 
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 Form Ins tructions  


4.  New Hire Orientation Review & 
Signature 


• Read and initial each paragraph 
• Sign and date the bottom of the form 


• Print your name at the bottom of the form 


5.  Statement of Prior Federal Service, SF 144 • Provide the information requested in items 1-3 


• If you do NOT have prior Federal service 
o Item 4: Check Yes 
o Items 5-7: Write N/A 
o Item 8: Provide the information requested  
o Item 9: Sign and date the form  


• If you do have prior Federal service 
o Items 1-8: Provide the information requested  
o Item 9: Sign and date the form 


6.  Application for 10-Point Veteran 
Preference, SF 15 


• If you are NOT a veteran or


o Item 1: Enter your name  


 if you are a veteran and do 
not wish to apply for the preference 


o Item 5: Enter N/A  
• If you are a veteran and wish to apply for the preference 


o Complete items 1-7 on page 1 
o Identify the type of preference claimed 
o Leave the "Preference entitlement was verified" 


check box blank 
o Sign and date the bottom of the form 
o Select the document being used to verify service and 


honorable discharge (page 2) 
o As applicable, complete items 1-7 on page 2 
o Make a photo copy of the verification document and 


attach it to the SF-15 


7.  Direct Deposit Form, FMS 11-92 
Important Note: If you are attaching a 
voided check, it must be an original. 


• Complete items 1-3 
o Item 2: Select Net Pay for Type of Payment 


• Sign and date the form under item 5 


• If you select Checking Account, attach an original


• If you select Savings Account, attach a deposit slip to 
the form 


 
voided check to the form 


8.  Federal Income Tax Withholding, Form W-
4 


• Complete the Employee's Withholding Allowance 
Certificate 
o Complete items 1, 2, 3 and 5 
o Complete items 4, 6, and 7, as applicable 


• Sign and date the form 
• Do not complete the employer's section (items 8-10) 
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 Form Ins tructions  


9.  State Income Tax Withholding • You are NOT required to complete this form if your 
place of residence is one of the following: 


o Alaska o Florida 


o Nevada o New Hampshire 


o Pennsylvania o Puerto Rico 


o South Dakota o Tennessee 


o Texas o U.S. Virgin Islands 


o Washington o Wyoming 


• If you are required to complete this form 
o Access the following url  
http://www.dol.gov/oasam/doljobs/statetaxforms.htm 
o Locate your state of residence 
o Access and print your state's form 
o Complete and sign the form, as directed 


10.  Designation of Beneficiary, SF-1152 
Important Note: The beneficiaries you 
specify cannot be the witnesses to your 
signature.  


• Complete Section A 
o Department or Agency: SBA 
o Bureau: ODA 
o Division and Location: Leave blank 


• Under Section B, provide information for at least one 
beneficiary  


• At the bottom of Section B, date and sign the form in 
front of two witnesses 


• Under Section C, have each of the two witnesses sign 
the form and complete their addresses 


• Leave "Receiving agency certification" information blank 


11.  ODA New Employee In-Processing 
Sheet 


• Complete the following sections: 
o Identifying Information 
o Previous Government Experience 
o Driver's License Information 
o Emergency Contact Information 
o Other Relevant Information Provided by Employee 


• Leave the following sections blank: 
o Other Relevant Information Provided by Human 


Resources 
o SBA Disaster Assistance Employment Information 


12.  Personally Identifiable Information (PII) 
Certification Statement, SBA 2311 


• Enter your name and job title at the top of the form  


• Read the certification statements 
• Sign and date the bottom of the form 



http://www.dol.gov/oasam/doljobs/statetaxforms.htm�
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 Form Ins tructions  


13.  ODA Language Skills Identification Form • Complete the following information: 
o Name 
o Social Security Number 
o Office Location 


• Identify all language skills that you have 


14.  Ethnicity and Race Identification, SF 181 
Note: This form is optional. 


• Complete the following information: 
o Name 
o Social Security Number 
o Birth date 


• Complete both item 1 and item 2 


15.  Self-Identification of Handicap, SF 256 
Note: This form is optional. 


• Complete the following information: 
o Name 
o Birth date 
o Social Security Number 


• Enter the appropriate Code 


16.  GSA SmartPay2  - VISA IBA Cardholder 
Form 


• Complete the Cardholder Information section 
o Use the codes provided on the second page 


• Sign the Cardholder Information section 


• Do NOT enter the date next to your signature 


• Below your signature, read and select the appropriate 
check box pertaining to credit worthiness evaluation 


17.  Travel Card Training Certificate • Access the following url: 
https://training.smartpay.gsa.gov 


• Click the link  
GSA SmartPay® Travel Card Training for Cardholders 


• Complete the online training (GSA SmartPay® Travel 
Card Training for Cardholders) 


• Take and pass the test (register for a user account) 


• Print the Training Certificate 


• Initial the Training Certificate 


18.  Computer Access Clearance/Security 
Form, SBA 1228 


• Enter your first name, middle initial, last name 
• Read the following sections 


o Data Security Requirements 
o New Employee/User Certification 


• Leave all other sections blank 


• Sign and date the form 


 



https://training.smartpay.gsa.gov/�

https://training.smartpay.gsa.gov/training/travel-card-cardholders�
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SELF-IDENTIFICATION OF HANDICAP 
(See instructions and Privacy Act information on reverse) 


Standard Form 256 (Rev. 8/87)
U.S. Office of Personnel Management 


FPM Supplement 296-1 


Last Name, First Name, Middle Initial Birth Date (Mo./Yr.) Social Security Number


DEFINITION OF A HANDICAP:  A person is handicapped if he or are to be reported are listed below (codes in bold numbers 13 
she has a physical or mental impairment which substantially limits through 94). In the case of multiple impairments, choose the code 
one or more major life activities; has a record of such impairment; which describes the impairment that would result in the most sub-
or is regarded as having such impairment. Those handicaps that stantial limitation. 


TO THE EMPLOYEE:  Self-identification of handicap status is 
essential for effective data collection and analysis. The informa­
tion you provide will be used for statistical purposes only and will 
not in any way affect you individually. While self-identification is 
voluntary, your cooperation in providing accurate information is 
critical. 


PARTIAL PARALYSIS 
(Because of a brain, nerve, or muscle problem, including palsy and cerebral 
palsy, there is some loss of abiliy to move or use a part of the body, including 
legs, arms, and/or trunk.) 
61 One hand 


62 One arm, any part 


63 One leg, any part 


64 Both hands 


65 Both legs, any part 


66 Both arms, any part 


67 One side of body, including one arm 
and one leg 


68 Three or more major parts of the 
body (arms and legs) 


01 I do not wish to identify my handicap status. (Please read the employee 
note above and the reverse side of this form before using this code.) (Note: 
Your personnel officer may use this code if, in his or her judgment, you 
used an incorrect code.) 


05 I do not have a handicap. COMPLETE PARALYSIS 
(Because of a brain, nerve, or muscle problem, including palsy and cerebral 
palsy, there is a complete loss of abiliy to move or use a part of the body, 
including legs, arms, and/or trunk.) 
70 One hand 


71 Both hands 


72 One arm


73 Both arms 


74 One leg 


75 Both legs


76 Lower half of body, including legs 


77 One side of body, including one arm 
and one leg 


78 Three or more major parts of the 
body (arms and legs) 


06 I have a handicap but it is not listed below. 


SPEECH IMPAIRMENTS 


13 Severe speech malfunction or inability to speak; hearing is normal (Ex­
amples: defects of articulation [unclear language sounds]; stuttering; 
aphasia [impaired language function]; laryngectomy [removal of the "voice 
box"]) 


HEARING IMPAIRMENTS 


15 Hard of hearing (Total deafness in one ear or inability to hear ordinary 
conversation, correctable with a hearing aid) 


16 Total deafness in both ears, with understandable speech 


17 Total deafness in both ears, and unable to speak clearly 


OTHER IMPAIRMENTS 
80 Heart disease with no restriction or limitation of activity (History of heart 


problems with complete recovery) 


81 Heart disease with restriction or limitation of activity 


82 Convulsive disorder (e.g., epilepsy) 


83 Blood diseases (e.g., sickle cell anemia, leukemia, hemophilia) 


84 Diabetes 


86 Pulmonary or respiratory disorders (e.g., tuberculosis, emphysema, 
asthma) 


87 Kidney dysfunctioning (e.g., if dialysis [Use of an artificial kidney machine] 
is required) 


88 Cancer--a history of cancer with complete recovery 


89 Cancer--undergoing surgical and/or medical treatment 


90 Mental retardation (A chronic and lifelong condition involving a limited ability 
to learn, to be educated, and to be trained for useful productive employ­
ment as certified by a State Vocational Rehabilitation agency under sec­
tion 213.3102(t) of Schedule A) 


VISION IMPAIRMENTS 


22 Ability to read ordinary size print with glasses, but with loss of peripheral 
(side) vision (Restriction of the visual field to the extent that mobility is 
affected--"Tunnel vision") 


23 Inability to read ordinary size print, not correctable by glasses (Can read 
oversized print or use assisting devices such as glass or projector modifier) 


24 Blind in one eye 


25 Blind in both eyes (No usable vision, but may have some light perception) 


MISSING EXTREMITIES 
27 One hand 
28 One arm 
29 One foot 
32 One leg 
33 Both hands or arms 
34 Both feet or legs 
35 One hand or arm and one foot or leg 
36 One hand or arm and both feet or legs 
37 Both hands or arms and one foot or leg 
38 Both hands or arms and both feet or legs 


91 Mental or emotional illness (A history of treatment for mental or emotional 
problems) 


92 Severe distortion of limbs and/or spine (e.g., dwarfism, kyphosis [severe 
distortion of back]) 


93 Disfigurement of face, hands, or feet (e.g., distortion of features on skin, 
such as those caused by burns, gunshot injuries, and birth defects [gross 
facial birthmarks, club feet, etc.]) 


94 Learning disability (A disorder in one or more of the processes involved 
in understanding, perceiving, or using language or concepts [spoken or 
written]; e.g., dyslexia) 


ENTER CODE HERE


NONPARALYTIC ORTHOPEDIC IMPAIRMENTS 
(Because of chronic pain, stiffness, or weakness in bones or joints, there is 
some loss of ability to move or use a part or parts of the body.) 
44 One or both hands 


45 One or both feet 


46 One or both arms 


57 Any combination of two or more parts of the body 


47 One or both legs 


48 Hip or pelvis 


49 Back 
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The Rehabilitation Act of 1973 (P.L. 93-112) requires each 
agency in the Executive branch of the Federal Govern­
ment to establish definite programs that will facilitate the 
hiring, placement, and advancement of handicapped indi­
viduals. The best means of determining agency progress 
in this respect is through the production of reports at cer­
tain intervals showing such things as the number of handi­
capped employees hired, promoted, trained, or reassigned 
over a given time period; the percentage of handicapped 
employees in the work force and in various grades and 
occupations; etc. Such reports bring to the attention of 
agency top management, the Office of Personnel Manage­
ment (OPM), and the Congress deficiencies within specific 
agencies or the Federal Government as a whole in the hir­
ing, placement, and advancement of handicapped individ­
uals and, therefore, are the essential first step in improving 
these conditions and consequently meeting the require­
ments of the Rehabilitation Act. 


The handicap data collected on employees will be used 
only in the production of reports such as those previously 
mentioned and not for any purpose that will affect them 
individually. The only exception to this rule is that the rec­
ords may be used for selective placement purposes and 
selecting special populations for mailing of voluntary per­
sonnel research surveys. In addition, every precaution will 
be taken to ensure that the information provided by each 
employee is kept in the strictest confidence and is known 
only to the one or two individuals in the agency Personnel 
Office who obtain and record the information for entry into 
the agency's and OPM's personnel systems. You should 
also be aware that participation in the handicap reporting 
system is entirely voluntary, with the exception of employ­
ees appointed under Schedule A, section 213.3102(t) (Men­
tal Retardation); Schedule A, section 213.3102(u) (Severely 
Physically Handicapped); and Schedule B, section 
213.3202(k) (Mentally Restored).  These employees will 
be requested to identify their handicap status and if they 
decline to do so, their correct handicap code will be ob­
tained from medical documentation used to support their 
appointment. No other employees will be required to iden­
tify their handicap status if they feel for any reason it is not 
in their best interest to have this information officially re­
corded outside of medical records. We request only that 
anyone not wishing to have this information entered in the 
agency's and OPM's personnel systems indicate this to their 
Personnel Office, rather than intentionally miscoding them­
selves, since false responses will seriously damage the sta­
tistical value of the reporting system. 


[In those instances where the employee is or was hired 
under Schedule A, section 213.3102(t) (Mental Retarda­
tion), the Personnel Director or his/her disignee (a Voca­
tional Rehabilitation Counselor may also be helpful) will as­
sist the individual in completing this form and ensure that 
the employee fully understands the meaning of the form and 
the options available to him/her, as noted above.] 


Employees will be given every opportunity to ensure that 
the handicap code carried in their agency's and OPM's 
personnel systems is accurate and is kept current. They 
may exercise this opportunity by asking their Personnel 
Officer to see a printout of the code and definition from 
their record, by notifying Personnel any time their handi­
cap status changes, and by initiating action in either of 
these cases to have the necessary changes made to their 
records. The code carried on employees in their agency's 
system will be identical to that carried in OPM's system, 
and any change to the agency records will result in the same 
change being made to OPM's records. 


PRIVACY ACT STATEMENT 
Collection of the requested information is authorized by 
the Rehabilitation Act of 1973 (P.L. 93-112). The informa­
tion you furnish will be used for the purpose of producing 
statistical reports to show agency progress in hiring, place­
ment, and advancement of handicapped individuals and to 
locate individuals for voluntary participation in surveys. 
The reports will be used to inform agency top management, 
the Office of Personnel Management (OPM), the Congress, 
and the public of the status of programs for employment of 
the handicapped. All such reports will be in the form of 
aggregate totals and will not identify you in any way as an 
individual. 


Solicitation of your Social Security Number (SSN) is auth­
orized by Executive Order 9397, which requires agencies 
to use the SSN as the means for identifying individuals in 
personnel information systems. Your SSN will only be used 
to ensure that your correct handicap code is recorded along 
with the other employee information that your agency and 
OPM maintain on you. Furnishing your SSN or any other 
of the requested data for this collection effort is voluntary 
and failure to do so will have no effect on you. It should be 
noted, however, that where individuals decline to furnish 
their SSN, the SSN will be obtained from other records in 
order to ensure accurate and complete data. 


Employees appointed under Schedule A, section 
213.3102(t) (Mental Retardation), Schedule A, section 
213.3102(u) (Severely Physically Handicapped), or Sched­
ule B, section 213.3202(k) (Mentally Restored) are re­
quested to furnish an accurate handicap code, but failure 
to do so will have no effect on them. Where employees hired 
under one of these appointments fail to disclose their handi­
cap, however, the appropriate code will be determined from 
the employee's existing records or medical documentation 
submitted to justify the appointment. 


Standard Form 256 BACK 
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		Full Name: 

		DOB: 

		SSN: 

		HndCd1: 








 
 


STATE TAX WITHHOLDING FORM 
 


This packet does not contain a state tax withholding form.  Please go online 
at http://www.dol.gov/oasam/doljobs/statetaxforms.htm and print the 
withholding form for your state and submit with your inprocessing package.   
 
 
 
The following states do not require a state tax form:   
 
Alaska 
Florida 
Nevada 
New Hampshire 
Pennsylvania 
South Dakota 
Tennessee 
Texas 
Washington 
Wyoming 



http://www.dol.gov/oasam/doljobs/statetaxforms.htm






-	 I 
STANDARD FORM 144 (Rev. 10/95) 
Office of Personnel Management 
The Guide to Processing Personnel Actions 


Statement of Prior Federal Service 
(PLEASE READ THE FOLLOWING INFORMATION BEFORE COMPLETING THIS FORM) 


Privacy Act Statement 
Section 6303 of 5 U.S.C., "Annual Leave Accrual," authorizes col­
lection of information to determine and record service that may be 
creditable for accrual of annual leave. Part 351.503, 5 C.F.R., 
"Length of Service," authorizes collection of data to determine and 
record service that may be creditable for reduction-in-force reten­
tion purposes. 


Information about prior Federal civilian and military service is col­
lected and maintained in your Official Personnel Folder (OPF). The 
information you furnish may be disclosed to other Federal agencies 


or Congressional or Judicial Offices in order to verify it or in con­
nection with your application for a job, license, grant, or other ben­
efit. It may also be disclosed to a national, state, or local law 
enforcement agency where there is indication of a violation or 
potential violation of civil or criminal law or regulation, or to another 
Federal agency or court when the Government is party to a suit. 


Furnishing this information is voluntary; however, failure to do so 
may result in your not receiving credit for prior Federal service. 


I. What Is Needed to Verify Prior Service 
In order for your employing agency to credit your prior Federal ser­
vice for benefits, such as leave accrual and reduction-in-force reten­
tion, the dates of your active uniformed service and the type(s) of 
appointment(s) and dates of civilian service must be verified. Dates 
of active uniformed service are verified from the records issued by 
the branch of service in which you served. Dates and types of 
appointments to civilian positions are usually verified from Notifi­
cations of Personnel Action (Standard Form 50 or CSC- or OPM­
approved exceptions thereto), and payroll records (including records 
of deductions made under the Civil Service Retirement System­
Standard Form 2806, or the Federal Employees Retirement Sys­
tem-Standard Form 3100). The information on the application or 
resume you submitted for the appointment you are receiving, along 
with the information on page 2 of this form, will be used by your 
agency to identify the Federal employers and periods of employ­
ment for which records must be obtained to verify the prior service. 


When Notification of Personnel Action or payroll records cannot be 
located to verify a period of service, and the service was covered by 
Social Security, a detailed statement of earnings information (show­
ing periods of employment and the name of the employer) from the 
Social Security Administration will be accepted as proof of service. 


If no personnel, payroll, or Social Security records can be located, 
then your agency can accept secondary evidence of civilian em­
ployment, as explained below. 


II. Use of Secondary Evidence to Verify Federal Service 
Secondary evidence may be considered as proof of Federal civilian 
service only when official Government records are lost, destroyed, or 
incomplete. Necessarily, the burden of proof is on the person 
claiming service that is not supported by official records in the cus­
tody of the U.S. Government. If you decide to claim credit for a peri­
od of service by submitting secondary evidence, it is important that 
you submit all documents in your possession that tend to prove 
you performed the service claimed, and that the service, if per­
formed, was creditable for leave accrual and reduction-in-force pur­
poses. No credit can be allowed for any service that is not sub­
stantiated by valid and conclusive secondary evidence. The follow­
ing is applicable only if you are providing secondary evidence. 


A. Documentary Evidence: Submit as many as possible of the doc­
uments listed in item 1 below. If your agency finds that these docu­
ments are insufficient to determine creditability, the documents listed 
in items 2 and 3 may be considered, but less weight will be given to 
such evidence. 


1. 	Copies of official documents or letters about the service. These 
may be notices on appointment/separation; notices of changes 
in position/salary, organization, or headquarters; travel orders; 
payroll cards; ID's, etc. 


2. 	 Private records such as a diary, correspondence, copies of in­
come tax returns, employment applications, credit applications, 
etc., that mention the Federal employer and the claimed service. 
Private records must have been made during or shortly after 
period of service. 


3. 	 Any other documentary evidence tending to prove the service 
was actually performed and the starting and ending dates of 
the service. 


B. Affidavit Evidence: If you are not able to supply copies of official 
documents (as described in item 1 above) that are sufficient for your 
agency to make a determination of creditability, you must submit affi­
davits from yourself and at least two other persons (preferably your 
supervisors) who know the facts. If you can obtain no documentary 
evidence (items 1, 2, and 3, above) to support your claim, you may 
submit these affidavits only; however, your claim is more likely to be 
rejected without supporting documents. The required affidavits are 
from: 


-The employee, stating as many of the details on the affidavit as 
can accurately be remembered. 


-At least two persons knowing the facts. Each person should 
show that he or she is in a position to know the facts sworn to, 
and give his or her age and mailing address. 


Affidavits must be sworn to or affirmed before a notary public or 
other officer who is authorized by law to administer oaths. 


C. Warning: Any submission may be investigated. Intentional false 
statements, willful concealments, or using documents you know are 
false, fictitious, or fraudulent is punishable by fine/imprisonment (18 
U.S.C.1001). 
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Standard Form 144 (Rev. 10/95) Page 2 
Office of Personnel Management 
The Guide to Processing Personnel Actions 


STATEMENT OF PRIOR FEDERAL SERVICE 
To be Completed by Employee 


1. Name (Last, First, Middle Initial) 2. Social Security Number 3. Date of Birth (Month, Day, Year) 


4. Does the application or resume that you submitted, for the position to which you are being appointed, list all of your Federal government 
civilian and uniformed service, including beginning and ending dates, as well as the type of apPOintment and work schedule for civilian service? 
c::J Yes - If "Yes", check this block and skip to Item 8. c::J No - If "No", check this block and complete Items 5 - 9. 


5. List below your prior civilian service. Include service with the DC Government on appointments made before October 1, 1987. 


FROM TO TYPE OF APPOINTMENT 
NAME AND LOCATION OF AGENCY AND WORK SCHEDULE 


Year Month Day Year Month Day (Full-Time, Part-Time, or Intermittent) 


I 


6. During periods of employment shown in Item 5, did you have a total of more than 6 months' absence without pay during anyone calendar 

year? 

c::J Yes - If "Yes", list the following information. c::J No - If "No", go to Item 7. 



TYPE OF ABSENCE, IF KNOWN FROM TO TOTAL 
(LWOP, Furlough, Suspension, AWOL, 


or Placement in Nonpay Status) Year Month Day Year Month Day YEARS MONTHS DAYS 


7. List all uniformed service below. List active service in any branch of the Armed Forces of the United States, including active duty as a 
reservist, and active service in the commissioned corps of the Public Health Service or the National Oceanic and Atmospheric Administration. 


FROM TO 
BRANCH OF SERVICE DISCHARGE 


Year Month Day Year Month Day (Honorable or Dishonorable) 


8. Do you claim any type of veterans' preference which has not been verified? 
c::J 	No c::J Yes - Check one of the statements, if it applies to you. I claim preference as the: 


c::J C=:J c::JSpouse of a disabled veteran Mother of a deceased or disabled veteran Unmarried widow/widower of a veteran 


9. CERTIFICATION: The prior Federal civilian and uniformed service listed on my application/resume and listed above constitutes my entire 
record of Federal employment. I have no other Federal service for which I want to claim credit. 


Signature 	 Date 
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TRAVEL CARD TRAINING 
 
 


TYPE IN THE FOLLOWING LINK ON  
YOUR BROWSER: 


 
https://training.smartpay.gsa.gov 


 
 
 


Step1: Click Travel Card Training for Cardholders 
Step2: Take the Test 
Step3: Print and initial the certificate 
Step4: Mail the certificate along with your other 
inprocessing forms to the address provided.    
 
 



https://training.smartpay.gsa.gov/



